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4. PROPOSED EFFECTIVE DATE

January 1, 2003

5. TYPE OF PLAN MATERIAL (Check One):

{J NEW STATE PLAN

[J AMENDMENT TO BE CONSIDERED AS NEW PLAN

Xf¥ AMENDMENT
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6. FEDERAL STATUTE/REGULATION CITATION:

Title XIX OF THE Social Security Act

7. FEDERAL BUDGET IMPACT:
a. FFY ___ 2003 $ 108,024

b. FFY $_145 604
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11. GOVERNOR'S REVIEW (Check One):

[J GOVERNOR'S OFFICE REPORTED NO COMMENT
(J COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
J NOo REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

XXKX OTHER, AS SPECIFIED:

See Attached Letter
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12. SIGNA:E ?.27TE A2E§CY OFFICIAL: /
13€TYPED NAME: /
Jane A. Ha¢ward

Linda A. winfield

14. TITLE:

Director

Department of Human Services
600 New London Avenue

15. DATE SUBMITTED:

Cranston, Rhode Island 02920
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Revision: HCFA-AT-85-
February, 1985

PAYMENT CATEGORY

State: RHODE ISLAND
STANDARDS FOR OPTIONAL STATE SUPPLEMENTARY PAYMENTS

ADMINISTERED BY

INCOME LEVEL

Supplement 6 to-
Attachment 2.6-A

(Reasonable
Classification)

ROSS ‘ NET

Federal State |One Person Couple vOne Parson Couple

(1)

Institutionalized

Individual

B)* Would receive
payment if in
community

B) Would not
receive payment
in community

C) Receives payment

Community ABD

A) Living
independently
(includes
domiciliary
facilities)

B) Living in home
of another

C) Residential Care
and Assisted
Living

(2) (3} (4)

NA | S$ 609.35 NA

>

$1,363.70

X $1,656.00 NA * 38 50.00 NA

X Under * 8 50.00 NA

$50.00 NA

X $1,303.70 $1,960.00 S 609.35 $937.5C

X $ 960.88 $1,447.34 S 437.94 $681.17

X $1,656.00 $1,127.00C

SSI

SST

SSI

5§51

S5SI

SSI

* Individual with no dependents receives $50 for personal needs plus insurance premium for Part B.
When an individual with no income receives a $30 payment from SSI, the

income is applied to cost of care.
State supplements an additional $2C to bring his/her personal needs allowance up to $50.

Remaining

TN No. 03-001
Supersedes
TN No. 02-001

Approval Date: 4-24-03

Effective Date: 01/01/2003



